GOVERNMENT OF THE DISTRICT OF COLUMBIA

Department of Health
*x Kk %
Health Regulation _
& Licensing Administration _

November 5, 2007

Maxwell Asenso

Executive Director

Metro Homes, Inc.

6856 Eastern Avenue, NW, Suite 214
Washington, DC 20001

RE: 5721 13" Street NW

Dear Mr. Asenso:

On October 24, 2007 a monitoring survey was conducted to verify compliance with your plan of
correction for deficiencies cited during the August 17, 2007 recertification survey. The
monitoring survey resulted in a determination that your facility remained in compliance with the
federal and licensure requirements.

Thank you for your cooperation during this monitoring visit. If you have any questions
regarding this matter, please contact Sheila Pannell, Supervisory Health Services Program
Specialist, Intermediate Care Facilities Division on (202) 442-5888.

Sincerely,

(Patiied &;é“’“‘*"—*

Patricia W. VanBuren
Program Manager

cc.  Medical Assistance Administration
Department on Disability Services

825 North Capitol Street, NE, 2™ Floor, Washington, D.C. 20002 (202) 442-5888 FAX (202) 442-9430
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A follow-up visit to the annual recertification
survey was conducted at the group home on
Qctober 24, 2007. Based on observation,
interview with direct care and administrative staff,
and the review of records, Metro Homes
Intermediate Care Facility was determined to be
have corrected the deficiencies cited during the
August 17, 2007 survey. The facility was
determined to be in substantial compliance with
the regulations.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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A follow-up visit to the annual relicensure survey
was conducted at the GHMRP on October 24,
2007. Based on observation, interview with direct
care and administrative staff, and the review of
records, Metro Homes, Intermediate Care
Facility was determined to have corrected the
deficiencies cited during the August 17, 2007
survey. The GHMRP was in substantial
compliance with Title 22 District of Columbia
Municipal Regulations (Public Health and
Medicine), Chapter 35.
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A follow-up visit to the annual relicensure survey
was conducted at the GHMRP on October 24,
2007. Based on observation, interview with direct
care and administrative staff, and the review of
records, Metro Homes, Intermediate Care
Facility was determined to have corrected the”
deficiencies cited during the August 17, 2007
survey. The GHMRP was in substantial
compliance with Title 22 District of Columbia
Municipal Regulations (Public Health and
Medicine), Chapter 47.
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